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All persons who are requesting a determination as to whether a CON is required for a
proposed project must complete this form. Completed forms should be submitted to the
Commissioner of the Office of Health Care Access, 410 Capitol Avenue, MS#13HCA, P.O. Box
340308, Hartford, Connecticut 06134-0308.
SECTION I. PETITIONER INFORMATION
If more than 2 Petitioners, please attach a separate sheet of paper and provide additional
information in the format below:
[ Pefitioner il Pefitioner ___
:[ Full legal name |NE-\\) =& i
- | REarpe, WATETIOR
" Doing Business As i ;
ket %S%\\gﬁoﬁ i
¢[ Name of Parent News Sre weranyg
i Corporation Il Cedear
i[ Mailing Address, if Post |[2& 51 _Nnouwws
¢| Office Box, include a ,3_;\& Lo oo
i street mailing address &rx&% W\-C—C ;
I for Certified Mall : S VNesOo 6
i Petitioner type (e.g., P
8! for profit and NP for Not ? ;
; for Profit) | I
= ade M 1S TNy g
; Name of Contact _ 5 Eranezesr Ko < Citoxh\&b'c
¢| person, including title Ic. O :
A | e b L NNEDAC N mmfmx
i| Contact person's street | .
;| mailing address ; Same .
A eeoe. b
! Contact person’s phone, ' | cel &5 EFL 3 srg:
E fax and e-mail address . COMN -
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SECTION Il. GENERAL PROPOSAL INFORMATION

a. Proposal/Project Tifle:

b. Location of proposal (Town including street address): \%i- ﬁ-’ﬁ c

Mm&* /ﬁ:;ﬂ\g%e_?‘“?‘sv < 3—&%0&

c. List all the municipalities this project is intended to serve:

Bedeeact gl MWldoed, Shdltre

d. Estimated starting date for the project:

&@g\ 200 &

o

apply)
EP

E P
o
A0 Behavioral Health Provider 10 Ambulatory Surgery Center
7 O Hospital Affiliate 18  Other specify):

SECTION (ll. EXPENDITURE INFORMATION

a. Estimated Total Capital Expenditure/Cost:
b. Please provide the following breakdown as appropriate: (may not represent the
aggregate shown above)

¢ 1| New Construction/Renovations. | $ _[D &0 'D
] Medical Equipment (Purchase) _ -
l Imaging Equipment (Purchase)

! ¢| Non-Medical Equipment (Purchase) _
L(—Eles Tax

\l_Delwery & Installatlon o ) L
;[ Total Capital Expenditure e 8000

&[ Fair Market Value of Leased Eq _pment I
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Type of Entity: (Please check £ for Existing and P for Propesed in all the boxes that

E P
Acute Care Hospital 100 Imaging Center O O Cancer Center
O O Primary Care Clinic
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Major Medical and/or imaging equipment acquisition:

fw.mn.x St

| Eqmpment Type | Name

ne. I Model |l Number of Units L Costperunit
Note: Provide copy of contract with vendor for medical equipment.
C. Type of financing or funding source:
\ﬁ‘ Operating Funds ] Lease Financing [ Conventional Loan

1 Charitable Contributions [l CHEFA Financing Ll Grant Funding
1  Funded Depreciation [0 Other (specify):

SECTION [V. PROPOSAL DESCRIPTION

Please attach a separate 8.5" X 11" sheet(s) of paper and prdvide no mare than a 2 page
description of the proposed project, highlighting all the important aspects of the proposed
project. Please be sure to address the following (if applicable):

1. Currently what types of services are being provided? [f applicable, provide a copy of each
Department of Public Health license held by the Petitioner.

2. \What types of services are being proposed and what DPH licensure categories will be
sought, if applicable?

3. Will you be charging a facility fee?
4. Who is the current population served and who is the target population to be served?
5. Who will be providing the service?

8. Who are the payers of this service?
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SECTION V. AFFIDAVIT

Applicant Ne.w)  Eree relaol, b =Bio. co.te.

Project Title: Add;@a- of (H"l"enS‘uJ\e, Du;?-Pch“teJ«:f'
Treatruent Grogram

| Ebrwgza, Koleed? ny CE o
(Name) ' (Position — CEO or CFO)

of M2s) Era relal o1 peing duly sworn, depose and state that the

information provided in this CON Determination form is frue and accurate to the best of my

knowledge, and that Mw Eva relak ¢t complies with the appropriate
(Facility Name)

and applicable criteria as set'forth in the Sections 19a-630, 19a-637, 19a-638, 19a-639, 19a-

- 486 and/or 4-181 of the Connecticut General Statutes.

Wf( | 2fisf 06

Signature Date

Subscribed and sworn to before me on m / ‘)/ G, =

N ol

Now?blic/mmmissiohéf' of Superior Court
By Lommission Expriss

My commission expires: ___ Moy 32 2009
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STATE OF CONNECTICUT
Department of Public Health

LICENSE
Liceﬁse No. 0266

Facility for the Care or Treatment of Substance ;
Abusive or Dependent Persons | S

In accordance with the fro:visions of the General Statutes of Connecticut Section 19a-493:

New Era Rahaﬁim;ﬁ%ﬁ;}écemen Inc. is located at 3851 Main Street, Bridgeport, CT 06606 with;

Kolade, MD as Executive Director

Ebenezer A&ekﬁ#ié

0;:2006.and may bé revoked for cause at any time.

ecficut, July 1, 2004, RENEWAL

g PZVAV - NN MO, ML

J. Robert Galvin, M.D., M.P.I1.,
Commissioner
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NEW ERA REHABILITATION CENTER
3851 Main St 2™ floor

Bridgeport, CT 06606
Telephone: 203 372-3333
Fax: 203 374 -7518

The proposed Intensive Qutpatient Program is an additional program to be added to
the existing services at New Era Rehabilitation Center, This will enable us to better
serve our clients that are opiod dependent, who are currently treated for their opiod
addiction, that are also currently addicted to Alcohol, Cocaine, Benzodiazepines and
other stimulants e.g. Methamphetamine, We will also treat clients that are not opiod
dependent but are dependent on other substance of abuse listed above.

1. Ambulatory Chemical Detoxification, Chemical Maintenance Treatment attached are,
public health licenses held.

2. Out Patient Behavioral Health services (Intensive Out Patient Program)

3. Yes, we will be charging a fee for services

4, The current populations served are Opiod dependant patients who use heroin, morphine,
percocet, oxycontin and fentanyl. The intended Intensive Out Patient Program (IOP) will
care for patients dependent on stimulants such as cocaine, alcohol, methamphetamines
and others.

5. Certified and licensed counselors and physicians

6. The payers of service will include federal and state insurance, private insurance, HMO’s
and private individual payers.
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